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START Teams and Crisis Respite
CAP-MR/DD Update

PCP Form & Manual Revisions
Provisionally Licensed Assessments

On October 19, the Division of Medical Assistance (DMA) issueatioe of a rate reduction for Targeted Case
Management (H1017 HI) effective January 1, 200914.59. As we explained in the Octobel" ilemo, we
are faced with establishing a rate that is consistéth the methodology mandated by the CenteMedicare
and Medicaid Services (CMS) guidelines and ultinyavdtaining CMS approval for a long outstandingt&t
Plan Amendment. We also recognize the criticalniof this rate activity as we implement the CARNDD

waiver changes and other changes in the Medicaigram.

In order to balance the need for compliance, enthaewe have a rate setting methodology that mésts
guidelines and represents an equitable paymesefeices, we will be implementing the following pess:
 The DMA staff will collaborate with a representatigroup of providers identified to review CMS
guidelines, review actual cost data, supportingudwntation and justification for a final proposed

TCM rate.



» The work group identified will work over a periodat will not extend past November 30, 2008, to
develop a new proposed rate that once approveddyNorth Carolina Department of Health and
Human Services (DHHS) will be submitted to CMSffoal approval.

* For the period from the date of this letter througgcember 31, 2008, DMA will continue to pay
claims at the current rate c2216 per 15 minute unit of service.

« BeginningJanuary 1, 2009 and continuing until February 28", 2009, unless otherwise required by
CMS, DMA will pay claims at the rate @f18.75 per 15 minute unit of service. If CMS requires or
denies the rate change, DMA will follow the requients of CMS.

* BeginningMarch 1, 2009 and ther eafter, DMA will pay claims at the lower of the rate apped by
DHHS or the rate approved by CMS, based upon tleetafe date of the CMS approval of the State
Plan Amendment.

Please direct any questions you might have comgrthis information to Steve Owen, Chief Business
Operating Officer asteve.owen@ncmail.ner 919-855-4123, or Roger Barnes, Assistant Dorect Finance
Management abger.barnes.dma@ncmail.ret919-855-4190.

DMA Proceduresfor Processing Notification of Endor sement Action for Withdrawn Endor sement
Notifications of endorsement action (NEA) withdrawedters are received at DMA Provider Services by
certified mail or by email aéndorsement. DMA@ncmail.néinly NEAs for withdrawn endorsement are to be
emailed). Per the direction of Implementation Upd&t9, the NEAs are not to be submitted to DMAluhg
provider’s appeal rights with the Local Managemntentity (LME) have been processed or timeframe for
request of reconsideration has expired.

NEA withdrawal letters are screened and calls aadento the LMESs requesting corrected copies fasegho
which are found to be incomplete or incorrect. Eghes of common errors are:
» Listing multiple provider numbers or provider typ@sa single NEA
* No explanation for the withdrawal on page two ia tomments section (this vital information is
required for DMA reporting requirements)
* Failure to use the approved NEA template

When a NEA withdrawal letter is processed by DMAWRder Services, a certified letter is sent toghavider
advising the provider of receipt of the NEA withaid and informing them they are no longer permitted
deliver or bill for the withdrawn services.

Upon notification by DMA the provider has the rightappeal the action by the LME. Appeal rights ar
explained in the termination letter. Providers oh@nunity Intervention Servicegher than Community
Support have fifteen business days from the dateeofermination letter to request a reconsidemadifcthe
provider number termination by the State MH/DD/Spp&als Panel. To request a reconsideration review,
provider must submit a request in writing to theedtor of the Division of Mental Health, Developntan
Disabilities, and Substance Abuse Services, 3001 $4avice Center, Raleigh, NC 27699-3001. A pdevi
may appeal the decision of the State MH/DD/SA Afp@anel by filing a formal appeal with the Officke
Administrative Hearings (OAH). At the discretiohtbe Secretary of the Department of Health and &lum
Services, the requirement that the provider &pgieal to the State MH/DD/SA Appeals Panel pridiliteg a
contested case with OAH may be waived. Providesiing to file an appeal at OAH must submit a cstee
case petition form, which is available from the D&IHearing Office at (919) 647-8200 or 1-800-662&.03
Or, the provider can call the Office of Administvat Hearings directly at (919) 733-2698. The pdevimust
mail the contested case petition form both to tie®of Administrative Hearings, 6714 Mail Servi€enter,
Raleigh, NC 27699-6714 and the Office of Legal GalpNC Department of Health and Human Services, 10
Blair Drive, Raleigh, NC 27603.

Providers of Community Support services have unapeal rights. These providers must file a Comigyuni
Support Provider Petition within 30 days of theedat the termination letter. Copies of the form barobtained
by calling the DHHS Hearing Office at (919) 647-82fr at:
http://www.dhhs.state.nc.us/mhddsas/stateplaninghation/providerendorse/cssprovidercontestedcanefo
0908.doc




Instructions for filing the appeal are on the petit Appeal rights are set forth in Section 10.182) of S.L.
2007-107. Community Support provider payments aspended during the appeal process.

Reinstatement of Provider Numbers
A lapse in endorsement will require a new applaafor reinstatement. The provider will not be iig to bill
for services during any period an endorsementtismglace. The two circumstances under which a
Community Intervention Service provider number barreinstated without having to submit a new enrefit
application are:
» If a provider prevails in an appeal
* When DMA acts on an NEA for withdrawn endorseméat has been antiquated by the issuance of a
more current NEA which indicates the provider idhlg endorsed, provided there is no lapse of
endorsement.

Reporting a Changein Provider Status

All providers are responsible for ensuring thaomfation on file with the North Carolina MedicaidoBram for
their practice or facility remains up to date. \Rders are responsible for notifying DMA when infaation
related to their business or practice changess ifbludes changes of ownership (within 30 dayane
address, telephone number, electronic mail add@sgjentification number, licensure status, dreladdition
or deletion of group members.

How a change is reported to DMA depends on the ¢ymhange that is being reported. All forms muest b
signed by the individual provider or for a groupe authorized agent.

* Changes submitted using thkedicaid Provider Change Form may be submitted byail or fax.

» Changes that require the submittal of a meavider Enrollment Packet, Enrollment Addendum, or
new Provider Participation Agreement must be submitted byail because an original signature is
required.

For more information regarding reporting a charmg®ledicaid, visit
http://www.dhhs.state.nc.us/dma/provider/changembtm.

ValueOptions Updates: One Reguest per Fax Transmission
Please submit one request per fax transmissioralee®ptions. Do not include multiple requeststfiar same
consumer or requests for multiple consumers irséime fax transmission. Submitting one requestaxer

* Increases the accuracy and speed of handling forrgguest

» Eliminates the need for non-routine handling of bguest

» Decreases the risk of misdirected requests
In addition, faxing only one request per transnoigsiill provide a relevant fax confirmation as prod
submission.

Receive ValueOptions Fax Confirmations

Fax confirmation sheets are required as proofpkaious fax submission. Providers can receivexa fa
confirmation sheet from the ValueOptions fax sexwsee they set up the Caller/Sender Identificatod ID)
on their fax machine. Consult the fax machine's gaale or scroll through the machine's menu taupeahe CS
ID.

New Registration Processfor Provider Connect Training

The registration process for ProviderConnect trgjrias been modified to simplify registration and
accommodate the increased volume of requestsdining. Go to
www.valueoptions.com/providers/Network/North _Canali Medicaid.htmand scroll down to “Provider
Training Opportunities” to view the upcoming wehiisahedule and register for a particular date. Wekpage
will be updated with additional training dates doglics.




START Teamsand Crisis Respite Beds

Each of the three regions of the state now hasSWART teams. In September 2008, the DMH/DD/SAS
awarded funds to a lead LME in each region to éstabwvo clinical START teams and one four-bedisris
respite facility.

Region LME Providers

Eastern East Carolina Behavioral Health LME RHA. In

Central The Durham Center Easter Seals/UCP
Western Western Highlands Network LME RHA, Inc.

DMH/DD/SAS selected lead LMEs and providers of STAIRams and crisis respite beds as a result of a
collaborative process led by Joan Beasley, Phdbnder of the program. LMEs and providers that esped
interest in this program participated in the presces

What IsSTART?

A Systemic/Therapeutic/Assessment/Respite/Treatteam, better known &I ART, is a national model of
crisis prevention and intervention supports angises. START is designed for individuals with iiieetual
and/or developmental disabilities and behavioraltheare needs. START is designed to help prevent
unnecessary hospitalizations, promotes transitiotise community from state developmental centard,
keeps individuals in their communities.

START teams help families and providers twenty-foaurs a day, seven days a week. At the request of
provider or family, and often working with a mobdgsis team, a START team evaluates a personsiscr
The START team provides immediate crisis care arahges clinical and emergency meetings to plamiogg
treatment. START teams consult with and train comity providers and others such as hospital stélffe
teams help develop collaboration across disciplamescoordinate services for high risk individuals.

Who Staffsa START Team?
The START teams consist of a team leader and twsiargor bachelor level qualified professional team
members. The teams have access to ongoing psggtahal psychiatry consultation.

How Does Crisis Respite Help?

Crisis respite provides direct intervention andickl services to a person at a location usuallgyafrom the
person’s home. Respite care also provides ralrghie family or primary caregiver. A master’'séévespite
director oversees respite staff and ensures 24awalke staff. Two beds are reserved for plannggitee(up to
72 hours) and two are for crisis respite (up ta@8@s). The START team is actively involved durallyrespite
stays.

CAP-MR/DD Update
The following information is intended to provideagfication.

Participant Movement into New Waivers

DMH/DD/SAS has been working with LMEs to transitiexisting participants into the two new CAP-MR/DD
waivers

based on annual cost summary totals. Participeimbse annual cost summary total is less than $Q#6bars
were placed in the Supports Waiver. Participaritssg annual cost summary was $17,501-$135, 000 were
placed into the Comprehensive Waiver. DMH/DD/SASadnfident that we have transitioned a high peaggn
of participants into the two waivers and need tmedo closure on this process. It is the respditgibf the

DD Coordinator at the LME to confirm the submitiatbrmation is final by notifying Tara Heasley &t%®715-
2774 ortara.heasley@ncmail.neto later thaibecember 15, 2008.

Home Supports
Home Supports is a service that may be deliverenidipgical parents, adoptive parents, step-parents
guardians of the person and other family membeslivk in the natural home with the participantorhe



Supports is not intended for individuals who ling‘dut of home” placements. Examples of “out ofrfe)
placements include group homes, foster care hongeg\kernative Family Living (AFL) settings. Evém
instances where the guardian may live in the ARtirgpwith the participant they are not eligiblerezeive
Home Supports. In this setting it may be apprdgriar the participant to receive Residential Sutgpdased
on the needs of the individual participant.

Day Supports and Personal Care Services

The service Day Supports is provided in licensed Pagrams. The Day Supports service allows fer th
occasional assistance to participants with perscaral needs. The provision of Personal Care Secgicrot be
provided at the Day Program. There will be no ekoep for the provision of Personal Care Servicethe Day
Program setting.

Supervision of Paraprofessionals

The new waivers require the services deliveredarggrofessionals to be performed under the supenvig a
Qualified Professional (QP). Associate Profesdistadf may provide administrative supervision for
paraprofessionals — scheduling, leave approvatiemekeeping, monitoring compliance with requirensefor
training, etc. — but the actual services and suppt@livered by the paraprofessional must be sigeshby the

QP.

Health and Safety Checklist

As noted in Implementation Update (IU) # 49, eabkELis responsible for completion of the Health &adety
Checklist for unlicensed Alternative Family Livilgmes, where participants are receiving Residential
Supports services. This requirement is a part@LME monitoring process, and is a continuing resuent,
although, it is no longer necessary to submit irapleted checklist to DMA or DMH/DD/SAS. The LMEs
should maintain the completed checklists in thiesf This monitoring is to be completed annually.

If in the completion of the monitoring there ardeqytial health/safety concerns the LME is to actrieure the
participant is residing in a safe setting. Withtteis noted within the checklist as a deficit, EME is
responsible to follow internal policy in notifyirtge provider agency to submit to the LME a placafection,
according to LME policy. All actions are subjectl®lE policy and process. The document is postethen
CAP-MR/DD pagehttp://www.ncdhhs.gov/mhddsas/cap-mrdd/index.htm

First Aid and CPR Requirements

Per the service definitions contained in the neWwPeR/DD waivers, staff must successfully compleirstr
Aid and CPR training This means staff must be “certified” in First AiddACPR, thereforstaff must providex
copy of the certificate from approved First Aid &DER trainers. Provider staff shall keep this doentation
on file for review by LMEs and regulatory agencies.

CAP Monitoring Procedur e and Acknowledgement L etter

Attached are two documentSAP Monitoring Procedure and theAcknowledgment Letter) for use by LMEs and
providers with regard to existing providers of #ight modified services and existing providers slymed the
Attestation Letter for Home Supports. This is #oréto provide guidance and standardization Fis t
monitoring activity.

Person Centered Plan Form and Instruction Manual Revisions

Since the implementation of the Person Centeren (PI&P) in 2006, the DMH/DD/SAS has received extens
feedback from stakeholders. The DMH/DD/SAS hastiakto consideration this feedback in conjunctictin
recent legislative requirements to publistomprehensive revision of the Person Centered Plan and Instmcti
Manual. The revised documents will have an effectinplementation date of January 1, 2009; thismadhat
any PCP annual review that is due in January 09200 need to be updated on the new forms. Rewusiwill
not be subject to the new forms, only the annuath plPlease also note that this same plan wiltibead by
CAP-MR/DD recipients; however, the implementationthose recipients will be due at a later datieeto
announced in a future update by DMH/DD/SAS. Thmpeehensive revision of the Person Centered Pldn an
Instruction Manual will be available on the DMH/CEAS website December 1, 2008 at:
http://www.ncdhhs.gov/mhddsas/pcp.htm




Changes include requirements defined in Houde2B86, SECTION 10.15.(wlvhich stipulates that the
Division of Mental Health, Developmental Disab#i, and Substance Abuse Services develop a service
authorization process. Requirements for the ai#ioon process include the following:

* A comprehensive clinical assessment completedlizg@ased clinician prior to service delivery (extep
when this requirement would impede access to aistgher emergency services).

» The licensed professional that signs a medicalrdatébehavioral health services must indicatelan t
order whether the licensed professional has hattdiiontact with the consumer, and has reviewed the
consumer's assessment. (Note: Failure to compigitds that the Department report to the licensed
professional's occupational licensing board.)

There has been an on-going need for a trainingranodor person-centered planning, the required $oland
the instruction manual. DMH/DD/SAS is excited tsaunce it has developed a web-based curriculuratwhi
is designed to:

« Meet the three hour training requirement for “P@8&tductional Elements” (referenced in 1U #36)
- Facilitate and enhance awareness of person-certecing philosophy

- Detail basic activities/processes involved in ctetipg the person-centered plan forms

« Provide various links and downloadable resources

The web-based training curriculum will be availabjemid December via a link on the Person Centargsin
DMH/DD/SAS website:http://www.ncdhhs.gov/mhddsas/pcp.htm

Provisionally Licensed Professionals Performing Assessments
The question has been raised concerning how opridwasionally licensed professional can providseasment
and diagnosis. Currently, there are two waystti@aassessment is being provided.

The first is through the use of a formal Diagnogtgsessment. The details of this method are fawitioke
service definition for Diagnostic Assessment. Tdasvice definition does not include the use of/mionally
licensed professionals as among the staff ablerfomn this service.

The second method of performing the assessmemtiggh a comprehensive clinical assessment. Gegdan
pertaining to the requirements of this assessmamtha found in the Records Management and Docutiamta
Manual (section 5.2). The comprehensive clinisakeasment should be performed by licensed indiladuen
exception would be the use of the Incident To golgze Implementation Update # 43). If a physichooses
to have a provisionally licensed clinician bill ardheir Medicaid ID number using the Incident Taigy, then
the provisionally licensed person could performaksessment and the physician would bill the apjartepH
code(s) under their physician's Medicaid ID number.

Unless noted otherwise, please email any questetated to this Implementation Update to
ContactDMH@ncmail.net
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